Much of our understanding of the causes of diseases, and the risk factors associated with them, derives from studies of changes in incidence and prevalence over time, and of differences in disease patterns in different locations. The study of the history and geography of disease and death is not, however, merely fascinating background reading. It continues to play a central role in public health. As our understanding of some of the determinants of health becomes more sophisticated, we need a wider range of skills to gather and assess relevant evidence; to develop and test hypotheses; to plan programmes to improve health; and to monitor change. The recognition of the central role of social and economic inequalities in influencing health in the population requires careful mapping of data from a wide range of sources in order to identify problem areas and to target interventions.
It is not surprising therefore that many public health departments now employ medical geographers as key team members. Their subject has passed beyond the topographical geography which many of us remember in our youth, to the detailed study of the spatial distribution of environmental, social and health factors, and the links between them.
In People, Environment, Disease and Deathl Professor Melvyn Howe provides an intriguing historical perspective of the geography of health. Having described the main hazards of the physical, biological and human environments, he tracks their impact from pre-Norman times to the present day, with detailed accounts of the years of plague, pestilence, crop failure and population movement. First published in 1972, the book has been updated to include information on emerging diseases such as HIV infection and AIDS, and discussion of contemporary issues such as changes in social structures and the ageing of the population. The medical reader may perhaps wish that Professor Howe had worked more closely with a medical colleague. This might have improved the book by ensuring that all the examples were appropriate and that the glossary was accurate, as well as encouraging more extensive inclusion of 1 990s literature. Professor Howe concludes by considering the lessons that can be learned from history and the concerns we should have for the future. These themes merit development and extension. It is particularly timely to address them in Britain today, when the government is preparing a new health strategy for the nation, and when there is serious and sustained public concern for the physical environment.
There are several potential areas of further development for medical geography. At the macro level, international studies of health status and the relationships with environmental and economic factors can raise interesting questions and even suggest some answers. Why, for example, have there been such large improvements in health in Japan and Costa Rica, and are there lessons for us in these countries? Population movement across the globe now takes place on a scale unprecedented in history. Large permanent migrations provide opportunities to address the complex relationships between genetic predisposition and environmental influence in health, as has been done in the classic studies of Japanese migrants to the USA. Short-term travel and tourism can contribute substantially to the economies of poorer countries, with resultant impact on the health of local residents, while at the same time extending the spread of communicable diseases.
At the more local level, there is a pressing need for further collaboration between geographers and epidemiologists to develop sensitive health indicators at the level of electoral wards or even enumeration districts. As the focus of health care planning moves to primary care and to 'health action zones', we need accurate measures of the current situation, especially on inequalities, and tools which will allow us to monitor progress.
The contribution of medical geography is not, however, limited to public health, but extends into the provision of health care. Major service changes are taking place which reflect shifts in the boundaries between primary and secondary care; the introduction of 'outreach' services; the development of 'hub and spoke' models of care delivery; and the concentration of services in some places to cope with the changing requirements of the medical workforce, in particular junior doctors. In all of these areas the geographer can enhance the quality of plans and thus help improve services to patients and the public. Public health and the provision of health care are multidisciplinary activities and we should seek to build on Professor Howe's important work to ensure that medical geographers play their full part in the team. 
